Background This paper explored the health beliefs and behaviours of families towards the health needs of children with intellectual and developmental disabilities (IDD) in Accra, Ghana. The aim was to inform health promotion strategies for the children and their families. Method Twenty-two parents of children with IDD participated in this study. Semi-structured interviews were the primary means of data collection. The interviews were analysed using constant comparison. Results The signs that alerted the parents that the children might be ill included high temperature, vomiting and excessive sleep. The parents explained that some children expressed feelings of ill-health through verbal or non-verbal communication. Most of the parents self-prescribed medication for the children or waited for symptoms to persist for a while before accessing health care because they experienced difficulties managing the behavioural challenges associated with the IDD of the children in public and attitudinal barriers when accessing health care. The parents did not often patronise health facilities in their neighbourhoods due to private health insurance requirements for accessing care at designated facilities, poor confidence in neighbourhood facilities and long-
Introduction
Superstitious beliefs are common explanations of aetiologies of disabilities in many African indigenous cultures (Groce & McGeown 2013; Ndlovu 2016) . The ways by which disabilities are believed to originate in these cultures include demonic possession, witchcraft, sorcery and punishment from deities for one's sins, family or ancestral sins (Berghs & Dos Santos-Zingale 2011; Mckenzie et al. 2013; Etieyibo & Omiegbe 2016; Ndlovu 2016; Bunning et al. 2017) . People with disabilities are often marginalised on the basis of these beliefs (Groce & McGeown 2013; Ndlovu 2016) .
Some health conditions may also be linked to superstitious beliefs in African indigenous cultures (van Dyk & van Dyk 2015) . For example, these beliefs may be common explanations for traumatic brain injury, convulsion, HIV/AIDS and musculoskeletal injuries (Colvin et al. 2013; Gearhart & Abdulrehman 2014; Kuubiere et al. 2015; Mbakile-Mahlanza et al. 2017) . Western medicine may be perceived to be a useless remedy for illnesses that are believed to have supernatural origins; instead, supernatural solutions in the form of religious healing rituals and treatments may be considered to be more effective (Ekortarl et al. 2007; Azevedo 2017) . While some African indigenous health practices (e.g. appropriately trained traditional birth attendants and herbalists) can be critical in health care delivery, especially in areas that lack adequate medical infrastructure (Kasilo et al. 2013; WHO 2013) , others (e.g. religious-based healing practices without consideration to Western medicine) can be disastrous (Vess et al. 2009; Shultz et al. 2016) .
This study seeks to understand the health beliefs and behaviours of families towards the health needs of children with intellectual and developmental disabilities (IDD) in Accra, Ghana -a sub-Saharan African country. The aim is to inform health promotion strategies for children with IDD and their families in this country. To add to the context, health beliefs and behaviours refer to one's attitudes, values and actions towards one's health (Andersen 1995; Glanz et al. 2008) .
Although Ghana has ratified the United Nations Convention on the Rights of Persons with Disabilities along with having a national disability legislation, people with disabilities face marginalisation on the basis of similar superstitious beliefs held in other African indigenous cultures (Avoke 2002; Mensah et al. 2008; Slikker 2009; Botts & Evans 2010) . Although how these beliefs shape people's attitudes towards disability has been widely researched (Avoke 2002; Slikker 2009; Botts & Evans 2010) , little is known about how they influence people's response to the health needs of individuals with disabilities, especially non-disability-related needs. Understanding how people, especially families and caregivers, respond to the health needs of individuals with disabilities is critical for promoting health and inclusion for those with disabilities. Good health can greatly enhance inclusion for people with disabilities as it is a prerequisite for participation in a broad range of activities (e.g. education and employment) (WHO & World Bank 2011) .
Unlike other types of disabilities that may begin at any time during a person's lifespan, IDD starts from childhood or adolescence and lasts a lifetime (WHO 1992; American Psychiatric Association 2013) . Thus, children with IDD are more vulnerable to any longlasting repercussion that superstitious beliefs about disabilities may have on health. Again, although generally, children with disabilities are more susceptible to illnesses compared to their typically developing peers (WHO & World Bank 2011); those with IDD are more predisposed to health issues due to physiological aetiologies of IDD that can negatively impact the development and functions of body organs and systems (Brown & Percy 2007; O'Hara et al. 2010; Taggart & Cousins 2014) . Further, while medications may be effective in improving the behavioural or neurological problems associated with IDD (McQuire et al. 2015) , many of such medications have side effects that relatively predispose the children to health conditions (Gardner & Teehan 2010; McQuire et al. 2015; Taylor et al. 2015) .
Methods
This study addressed the following research question: what are the health beliefs and behaviours of families towards the health needs of children with IDD in Accra, Ghana?
Study design
This study was grounded in interpretive description, a form of qualitative inquiry (Thorne et al. 1997; Thorne 2016) . This design offered a platform to (1) describe the health beliefs and behaviours of families towards the health needs of the children and (2) extrapolate implicit patterns and meanings embedded in those beliefs and behaviours to provide an understanding of the context within which they occur.
Ethics
This study was part of a larger project on health care for children with IDD in Ghana approved by the research ethics boards of two universities in Canada and Ghana.
Participants
As a psychologist with past experience working with children with IDD and their families in Accra, the researcher used existing contacts with colleagues and key organisations to assist in participant recruitment. The researcher and research assistants sampled as many eligible participants (n = 22) as the time frame and resources available for data collection allowed. To be included in the study, a participant needed to meet the following criteria: (1) be a primary caregiver of a child with IDD and (2) be able to present proof that the child has been diagnosed with IDD by an appropriate health professional (e.g. a physician, psychiatrist and clinical psychologist).
Data collection
Semi-structured interviews were the primary means of data collection. All the participants voluntarily opted for English, the lingua franca of Ghana, as the language for conducting the interviews. However, it was common for them to interject their responses with one or two expressions in Ga or Twi -two local languages widely spoken in Accra, both of which the researcher and research assistants speak fluently. Samples of the interview questions included (1) how do you detect when your child might be sick (e.g. malaria)? What are some of the signs or behaviours you watch out for in your child? (2) What do you normally do when you notice that your child is sick? What informs your decisions/actions? And (3) kindly share with me an instance your child fell sick and what you did.
Data analysis
Interpretive description borrows constant comparison from grounded theory to analytically uncover recurring ideas and thematic patterns within data to provide a thorough understanding of the phenomenon under investigation (Thorne 2016) . Following the recommendation of Charmaz (2014) , the data analysis involved several cycling between two major processes -initial coding and focused coding. Initial coding was performed through line-by-line coding of every unit of idea (both explicit and implicit) in the interviews. This was followed by focused coding that involved synthesising initial codes to generate emerging themes on the health beliefs and behaviours of families towards the health needs of children with IDD.
Rigour
As recommended by Patton (2015) , the researcher employed a number of strategies to enhance rigour and methodological soundness during data collection and analysis. For example, the researcher and research assistants kept an audit trail of potential events they perceived could influence the outcome of the study during data collection (e.g. non-verbal communication of participants), and this information was taken into consideration during data analysis to minimise misinterpretations. The audit trail also included key analytical decisions made. Further, the participants were from diverse backgrounds to enhance data triangulation (e.g. Tables 1 and 2 ). Additionally, the data collection and analysis procedures were vetted by a committee of researchers well vested in qualitative methods and disability issues in developing nations. Also, as a way of member checking, the researcher intermittently 
Results
The demographic characteristics of the participants and their children are outlined in Tables 1 and 2 . The themes that emerged from the analysis included (1) detecting when the children might be sick, (2) immediate actions taken by families to address the health needs of the children, (3) religious healing centres and (4) health facilities families preferred to access.
Detecting when the children might be sick
The signs that alerted the parents that the children might be sick included high temperature, loss of appetite, excessive sleep, unusual calmness and quietness (especially in the case of hyperactive children), vomiting and diarrhoea. The parents explained that children who were verbal sometimes verbalised feelings of ill-health, and children who were non-verbal used non-verbal communication to express feelings of discomfort. One of the parents whose children were non-verbal shared, 'if he has headache, he will take your hand and put it on his head and maybe keep pressing -it's just to let you know that he has headache' (Pt F).
Immediate actions taken by families to address the health needs of the children Most parents self-prescribed medication for the children at the initial stages and went to the hospital if the children did not get better after 2 or 3 days. Several parents revealed that they followed their instinct or consulted a pharmacist before prescribing for the children. A few parents said that they resorted to the internet in prescribing for the children: 'I just go on the internet, put in the symptoms and then do my own diagnosis most of the time. If I find out it's something serious I will go to the hospital but if it is just malaria and I have to get her a tablet, I just check the tablet online and then give to her' (Pt M). The parents explained that they normally prescribed for the children because of the difficulties they experienced in managing the behaviour challenges linked to the IDD of the children when accessing health care. One of them shared I will be frank; it's not always the case that I take him to the hospital. At times, I buy medicine from the pharmacist for him. My son is very hyperactive. He won't sit at one place at all when we go to the hospital so we will be roaming about in the hospital for a very long time. If I am lucky and he sleeps [it Meanwhile, a few parents did not self-prescribe for the children. While some of them reported that they took the children to the hospital as soon as possible, others revealed that they waited for the health symptoms to persist for a while: 'anytime I see that my children don't feel like eating in the morning and in the evening too, they don't feel like eating, I rush them to the hospital the following day because I get afraid that if they don't eat their sickness [seizures] can come' (Pt T). Another parent explained I wait for like one week before I take her to the clinic. I don't do anything to her, I just monitor her. If after one week her head is still hot and her nose is running then I have to take her to the hospital. At times, when she is sick she will be playing [during the day] so maybe I will think it's nothing serious [and that] she will be okay -her body will be hot at night but in the morning she starts playing again. So I don't take her [to the hospital] unless I see that her body temperature is very high. … If I sit in public transport, the way the girl will behave [i.e., behavioural challenges associated with IDD], people will start staring at you and if you get to the hospital too, people will start staring at you there. So if I think of all these things then I say to myself 'oh the sickness will go, let her sit at home'. (Pt K)
Religious healing centres
Many parents reported that they did not patronise religious interventions for the children. One of them narrated I don't believe in those things. I go to church and I pray but I believe God gave the doctors the brains, you know, to help us. So that is why I take her to a medical specialist for professional help and I also do my own research on the internet. Just going to a prayer camp for [healing] ; first of all, as a child with autism, my child has sensory issues so with extra noise from the camp she will have a meltdown and that is when the pastor will say that she is [demon] possessed so I don't do that. (Pt M) Several others also revealed that they had sought religious interventions in the past to no avail: 'formerly, I took my children to prayer camps. Some pastors even told me to stop giving the children [Western] medication. Meanwhile, the moment I stopped the medication, the sickness [seizures] worsened so I decided to stop going there' (Pt T). Further, some parents reported that in addition to seeking medical care to address the physical symptoms of the children's disabilities and/or illnesses, they sought religious interventions because they believed that there could be a spiritual dimension to the situation. One of them shared My child had a ruptured appendicitis and only God knows how long this had lasted before we became aware of it and rushed him to the hospital for surgery. … Even with the ruptured appendicitis situation, I saw things through divine dreams and that's why I am saying I knew his [autism] is spiritual. Some of the things I've been through and seen [spiritually] are personal so I can't share. But I mean, people will attack us spiritually and then cover it up with physical symptoms to make it look obvious to tell that the child is autistic. So we take him to prayer centres we believe are genuine like [name of prayer camp]. We go there to pray and people also support us in prayer for God to touch him [divine healing] … but that doesn't mean we should ignore the physical aspects [of managing the disability] like taking him to school and seeking medical help. (Pt F)
Health facilities families preferred to access
The parents reported that they did not often patronise the closest health facilities to their residence. Some parents had private health insurance coverage for the children that could only be used in designated health facilities. Other parents also expressed poor confidence in their neighbourhood facilities: 'normally, before you notice something wrong with the child, maybe the thing [illness] would have gone far, so I have to take her to a very big hospital -not the one in my neighbourhood' (Pt G). Additionally, some parents revealed that they had long-term established relationships with facilities elsewhere:
[Hospital A] is where she normally goes; unless it is an emergency then I will look for a private clinic ; however, not much attention has been paid to how these beliefs influence people's response to the health needs of individuals with disabilities, especially non-disability-related needs. This study explored the health beliefs and behaviours of families towards the health needs of children with IDD in Accra, Ghana.
The study findings show that the influence of superstitious beliefs on the health beliefs and behaviours of families towards the health needs of children with IDD in Accra, Ghana, is mixed. These findings are partly consistent with the literature revealing that people can be superstitious about the origins of disabilities in Ghana and other African contexts (Avoke 2002; Mensah et al. 2008; Slikker 2009; Botts & Evans 2010; Groce & McGeown 2013; Mckenzie et al. 2013; Ndlovu 2016) . The study findings highlight that families with such beliefs do not necessarily give up on medical care for the children. Meanwhile, these findings might be skewed given that 22.7% and 54.5% of the parents involved in this study had secondary and postsecondary education, respectively ( Table 1) . On one hand, these findings might mean that higher education diminishes the likelihood that families will abandon medical care even when they have a belief that their children's disabilities and/or illnesses could be spiritually induced. On the other hand, as a self-report measure, interviews are vulnerable to social desirability (Creswell 2014 ). Thus, it is possible that those parents who believed that the conditions of their children might be spiritually caused perceived that reporting that they abandoned medical care for religious interventions might make them appear irresponsible, especially considering the discord between their education and superstitious beliefs. As indicated by the parents who reported having past experience seeking religious interventions, families could be asked to abandon medical treatment to the detriment of the children's health. It is therefore important to enlighten religious intervention providers in curtailing sociocultural beliefs and practices that endanger children with IDD.
With respect to those parents who did not express a belief that their children's disabilities could be spiritual, it is apparent from the study findings that they might have an in-depth knowledge on the nature of the disabilities. Research is needed to better understand the factors that distinguish these families from those families who hold superstitious beliefs about the conditions of their children although both families might have higher education to inform directions for discouraging beliefs and practices that might be harmful to children with disabilities among families.
Another major finding of this study is that it is common for families to self-prescribe medication for children with IDD, at least for the first few days the children are indisposed before accessing health care if symptoms persist. Apparently, self-medication is a common practice in Ghana (Dzator & Asafu-Adjaye 2004; Danso-Appiah et al. 2010; Nonvignon et al. 2010; Donkor et al. 2012; Adiku et al. 2015) . The factors propelling this practice in the country include long travelling time to the hospital, long waiting time at the hospital and cheaper cost of self-medication compared to hospital services (Nonvignon et al. 2010; Donkor et al. 2012) . Further, this study demonstrates that for children with IDD in particular, the difficulties families experience in dealing with the behavioural challenges associated with IDD are another contributing factor. The factors promoting selfmedication might be more severe for families of children with IDD compared to families of typically developing children. For example, families of typically developing children are not likely to encounter the behavioural challenges linked to IDD. Further, children with IDD are more prone to health conditions compared to typically developing children (Williams et al. 2005; WHO & World Bank 2011; Schieve et al. 2012) .
Self-medication can endanger the health of the children, especially if it is not based on recommended first aid treatments. A single health symptom can be a manifestation of numerous conditions (Goldman & Schafer 2016) . Hence, although families might have a wealth of information about their children to make intelligent hunches regarding what might possibly be wrong (Mencap 2007 (Mencap , 2012 Solodiuk 2013) , they still have a fair chance of misinterpreting health symptoms and wrongly prescribing for the children without proper medical consultation. Even with proper medical consultation, diagnostic overshadowing and lack of education on IDD among health professionals might lead to misinterpretation of symptoms and inappropriate treatment (Mason & Scior 2004; Thompson et al. 2013; Kreitzer et al. 2016) . In addition, it is a common phenomenon in medicine for medications and other treatments to suppress symptoms but overshadow underlying illnesses without thorough medical examinations (Goldman & Schafer 2016) . Thus, the fact that the medications families prescribe might succeed in suppressing the symptoms the children might be experiencing does not necessarily mean that the roots of the symptoms have been dealt with. Self-medications can also be in chemical conflict with medications that the children might be on for managing behavioural and neurological problems to aggravate medication side effects and cause other health problems (Gardner & Teehan 2010; Aronson 2015; Taylor et al. 2015) . It is worth noting from the study findings that not all families prescribe medication for children with IDD in Accra, Ghana. However, the challenges some families encountered in accessing health care (e.g. attitudinal barriers) demoralised them from accessing timely health care for the children.
Meanwhile, the study findings highlight that families can have poor confidence in their neighbourhood health facilities. This means that they will have to travel longer distances to access services elsewhere that can lead to increased transportation challenges, especially for those without their own means of transport. The lack of confidence in neighbourhood health facilities can also increase the pressure on the facilities that families access elsewhere that may result in prolonged waiting time for services and, consequently, lead to more frustrations for families in dealing with the behavioural challenges linked to the IDD of the children. Poor confidence in neighbourhood health facilities therefore predisposes families to the factors that foster self-medication or make them delay in accessing health care for the children even if they refrain from self-medication. Providing neighbourhood health facilities with adequate human and material resources for the children can boost the confidence of families in such facilities. Notably, research shows that people can have poor confidence in health facilities in their localities because they perceive that facilities elsewhere offer better services (Hanefeld et al. 2015) . Thus, in addition to furnishing neighbourhood health facilities with sufficient resources, families need to be sensitised to the competence of such facilities to adequately address their needs. Further, intensive public health education on how to better respond to the needs of children with IDD is needed to encourage good health beliefs and behaviours among families. Given that the study findings revealed that attitudinal barriers could also demoralise families from accessing timely health care for the children, massive public awareness campaigns on disability issues can potentially lead to better understanding of disability in the general public to enhance the attitudes of the public (WHO & World Bank 2011) .
Although this study provides some preliminary understanding on the health beliefs and behaviours of families towards the health needs of children with IDD in Ghana, it only reflects the perspectives of families in Accra. More research is needed to explore the perspectives of families living in other parts of the country, especially rural areas, to better inform provisions to address their needs. Further, the sample was heavily skewed towards employed and welleducated mothers. Additional research is therefore needed to better understand the health beliefs and behaviours of fathers, unemployed parents and parents with minimal education. Future research is also needed to examine differences and similarities between the way families respond to the needs of children with IDD and the way they respond to the needs of other family members without disabilities.
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